Endometriosis is a disease that can affect various organs, has an unclear symptomatology, and in extreme cases, can result in intestinal obstruction. This particular case illustrates the synchronous localization of endometriosis, both genital and intestinal, resulting in ileo-colic and colonic intussusception. The relative diagnostic and therapeutic approach for such a rare occurrence is discussed.
INTRODUCTION
Endometriosis is a disease that can involve various organs, causing pain and infertility. In its most serious forms, the involvement of more than one organ can cause unclear symptoms, thereby obstructing diagnosis and worsening prognosis. In the reported case, we illustrate the synchronous genital and intestinal localization of endometriosis causing ileo-colic and colonic intussusception, and we discuss the diagnostic and therapeutic approach for this rare occurrence.
CASE REPORT
A 36-year-old, para 0, patient was hospitalized for laparoscopic debulking of severe endometriosis. She had experienced dysmenorrhea since age 26, progressively worsening. Diagnosis of endometriosis had been made at age 30, following excision of the right ovary for extensive endometrioma. The patient subsequently began therapy with low-dose estrogen-progestin pills for 5 years. Her desire for pregnancy resulted in discontinuation of estrogen-progestin treatment at age 35. After discontinuation, for the next 4 to 5 months, the patient complained of intense premenstrual and menstrual pain (6 on Vas scale) with abundant flow and pain improvement with nonsteroidal anti-inflammatory analgesics. Pain was also present during voiding (8 on Vas scale), defecation (8 on Vas scale), and sexual intercourse (6 on Vas scale). In the month before surgery, a piercing pain developed in the right iliac fossa, accompanied by diarrhea, and abdominal tension, improved with analgesic therapy. Before hospitalization, an abdominal ultrasound seemed to indicate possible intestinal invagination (double-ringed image) uterine fibromatosis. Magnetic resonance imagining (MRI) strongly suggested ileo-colic intussusception due to a 2-cm endometriotic nodule at the extremity of the tract of invaginated intestine. MRI also revealed the presence of intraabdominal fluid.
Given its intestinal location, painful symptoms, the patient's desire for pregnancy, and lack of signs of intestinal obstruction, the patient was scheduled for operative laparoscopy, also taking into consideration the possibility of carrying out extensive intestinal resection. Laparoscopy revealed a fibromatous uterus and frozen pelvis due to the presence of multiple nodules within the recto-vaginal septum, on recto-sigmoid bowel wall as well as multiple endometriotic implants on the right pelvic salpinx, pelvic peritoneum (right lateral paracolic gutter, vesicouterine excavation, and left round ligament of uterus). The patient also had extensive ileo-colic and colonic invagination (Figure 1 ) as far as under the hepatic flexure with distension and cyanosis of the small intestine above the invaginated section. Laparoscopic debulking of the endometriosis was thus begun by excising the endometriotic pelvic nodules, the right tube, the recto-sigma, (which required opening of the posterior vaginal fornix, where an endometriotic nodule was found), followed by right hemicolectomy (Figure 2) . Histological examination confirmed the presence of intestinal endometriosis with multiple localization in the recto-sigmoid, cecum, under the ileocecal valve, and of endometriosis in all the excised tissues. Microscopic examination revealed isolated areas of endometriotic tissue in the intestinal wall of the colon that did not involve the mucosa. Postoperatively, the patient presented with fever complicated by development of recto-vaginal fistula on day 15, because fecal material was drained from the pararectal drainage and the following day was also found within the vagina. Therefore, a temporary abdominal colostomy was made through the previous minilaparotomic section. Three months after the colostomy and following healing of the recto-vaginal fistula, the patient underwent surgery for terminal reanastomosis of the recto-sigmoid and removal of the artificial anus. The patient is now in good health and reports improvement in pain symptoms.
DISCUSSION
According to a recent review, 1 endometriosis can involve the intestine with a highly variable frequency from 3.7% to 35% of patients with endometriosis. Intestinal localization of endometriosis is generally at the recto-sigmoid level; however, multiple nodules can be found, generally at the cecum and distal ileum. 1 In these cases, endometriosis can cause intestinal obstruction due to stenosis of the ileocecal valve 2 or to intussusception. 3 Such a case can require emergency surgery, without the possibility of a precise surgical strategy. In addition, clinical and instrumental diagnosis of intestinal endometriosis is difficult. Endometriotic nodules of intestinal walls cannot easily be visualized in MRI T1-and T2-weighted images, presumably in relation to their activity level. 4, 5 Moreover, intestinal mobility makes their localization difficult. 4, 5 There are few reported cases of ileocolic intussusception caused by endometriosis of the cecum in the recent literature, 3,6 -9 with a varying intestinal symptomatology and in some cases, bowel obstruction. Le Meaux et al 6 report a preoperative diagnosis by ultrasound of intestinal intussusception due to the characteristic cocardiform appearance of the intestine within the invaginated tract. Denève et al 7 report the case of an ileocolic intussusception without bowel obstruction, underlining the possibility to diagnose it sonographically and by computerized tomogra- phy. Aronchick et al 8 report such a diagnosis following barium enema, in a patient with gastrointestinal hemorrhage. Maltz et al, 9 following MRI suggesting ileocecal mass compatible with Crohn's disease, report intestinal endometriosis and intussusception intraoperatively. Koutsourelakiss et al, 3 on the other hand, diagnosed mechanical intestinal obstruction, and emergency surgery had to be carried out.
In general, imaging diagnosis of intestinal intussusception is fairly straightforward. 10 In a patient diagnosed with endometriosis, intussusception is possible to identify in the presence of gastro-enteric symptomatology. Because intestinal localization of endometriosis is often multiple, with the possibility of involving the nearby intestinal tract up to the ileocecal valve 1, 11 and because such a diagnosis is difficult to make directly with imaging techniques, 1,4,5 it would appear recommendable to search for indirect data indicating intestinal localization of endometriosis, among which are intestinal intussusception, before opting for intestinal resection surgery that could involve more than one intestinal segment. In particular, this should be considered important when planning laparoscopic surgery with intestinal resections, because the outcomes of this type of surgery are not well established with respect to the high frequency of complications. 12 
